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2.15 Understanding processes of social 
exclusion: silence, silencing and 
shame 
Ann Taket, Nena Foster and Kay Cook 
The greatest triumphs of propaganda have been accomplished, not by 
doing something, but by refraining from doing. Great is truth, but greater 
still, from a practical standpoint, is silence about truth. By simply not 
mentioning certain subjects, ... propagandists have influenced opinion 
much more effectively than they could have done by the most eloquent 
denunciations, the most compelling of logical rebuttals. 
(Huxley 1946: 12) 
Within the context of women's speech silence has many faces ... silence 
can only be subversive when it frees itself from the male-defined context 
of absence, lack, and fear as feminine territories ... Silence is so com-
monly set in opposition with speech. Silence as a will not to say or a will 
to unsay and as a language of its own has barely been explored. 
(Minh-ha 1988: 74) 
This chapter considers several forms of silencing. Huxley (1946) explored silencing 
or the quelling of certain ideas or opinions as an action imposed from above. 
His exploration of silence and silencing connects strongly to Lukes' second 
form of power (Lukes 1974), the power to control the agenda. The second form 
of silencing addressed is that of self-silencing as practised by those whose 
discipline themselves into being voiceless in order to avoid confrontation, 
judgement, and as a means of safety (Carpenter and Austin 2007). Last, but not 
least, this chapter addresses 'unsilence' or the ways in which resistance arises from 
(and to) silencing. Thus, those who are traditionally silenced gain a voice through 
subverting and challenging dominant structures and conventions. Feminist 
author bell hooks (1989) theorises this unsilence as 'talking back'. She repre-
sents this notion as an act of defiance, an exercise of empowerment which 
ultimately shifts the dynamic and power relations between those who oppress 
and are oppressed, or those who silence and those who are silenced. Examining 
these forms of silence and silencing is necessary in order to address the creation 
and recreation of categories which socially exclude and marginalise individuals. 
The act or measure of being silenced provides access to limited and/or 
negative perceptions, causing those who are silenced to be positioned negatively 
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in normative social and cultural systems. The experience of being margin-
alised by dominant or normative social and cultural systems is often aceom-
panied by shame. Shame, much like stigma, is often closely connected to 
silence and being silenced; as it attaches labels and attributes moral jUdgement 
to the character of those on the margins (Goff man 1963). Those who are 
silenced are further inhibited to resist or contest these assignations. When 
shame and silencing operate, particular topics, issues or experiences cannot be 
voiced, or, are not heard even if voiced (Lorde 1984: 124). The inter-relationship 
of shame and silencing is illustrated well in Mizielinska (2001) who examines 
the invisibility of homosexual orientation within key texts of the Catholic 
Church and the Polish constitution. Consequently, the reinforcing of homo-
phobia and the increasing pressure on lesbians (the particular group in the 
study) to remain invisible enacts and imposes shame on these individuals, 
allowing their voices to remain unheard in religious and political doctrine. 
A counter-position of silence and silencing is the potential to contest and 
resist imposed mechanisms of silence, which is seen in 'giving voice' to mar-
ginalised groups and perspectives. This counter-silence or 'unsilencing' illus-
trates how individuals arelbecome/can potentially be sites of resistance or 
contestation, and how silence or silencing can be strategies for re-claiming 
one's voice or identity (hooks 1993). Minh-ha (1988) alludes to a subversion 
of silence and speech as mechanisms of resistance in her quote at the begin-
ning of the chapter. Thus, silence as resistance is possible. Huby (1997), in a 
study of HIV / AIDS care in Scotland, found that her research informants used 
silences to serve many purposes, sometimes as strong statements about a per-
son's experience of the services (or the research) as intruding and controlling 
and at other times as strategies for coping and survival. 
The remainder of this chapter provides examples of interpersonal interac-
tions which construct, organise and perpetuate silence, silencing, shame and 
their counter-situations of resistance and contestation. It provides an inter-
national examination of these notions with examples from Australia, the UK, 
and the USA and emphasises the role of these notions in creating and re-
creating instances of social exclusion. Part 1 of this book drew on social 
constructionist and discourse analytic approaches to examine the ways in 
which experiences of inclusion and exclusion are mediated linguistically and 
culturally in the complex interactions of everyday life, and this chapter draws 
on similar theoretical approaches. 
These chapter examples are organised along a continuum, beginning with 
structural influences on silence, silencing and shame, such as the role played 
by the health and welfare systems. Then, we turn to interpersonal interaction 
as a mechanism to produce, perpetuate and condone silence, silencing. and 
shame. For this purpose, we examine intimate partner abuse occurring within 
the context of the family. These examples are followed by an examination of 
how socially circulated norms and ideals shape the experience of those who 
are silenced and shamed. The case of HIV and AIDS discourses will be used 
as an example. While we present the above process and products of silence/ 
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silencing and resistance as discrete concepts, the lived experiences of these are 
messy and interwoven. The following examples provide an exemplar for each 
type, yet necessarily include reference to the other associated processes. 
Shamed into silence: experiences of the LGB community 
The first example that this chapter considers is that of silencing as a structu-
rally imposed and mediated condition, although resistible and resisted by those 
subject to it. The example comes out of a study of the experience of lesbians, 
gay men and bisexuals in using primary health care services in northeast 
London (Cant and Taket 2006). The analysis revealed that participants were 
rendered invisible within the health service, by the assumptions of heterosexuality, 
as the system, forms and protocols were predicated on heterosexuality. Thus, 
alternative sexualities were impermissible, thereby constraining the subjectivities 
of non-heterosexuals. As two different women explained: 
During a smear ... they were asking just really inappropriate questions - 'Are 
you having sex?' - 'Yes.' - 'Are you worried about getting pregnant?' - 'No.'-
'Why not?' - 'My partner's a woman.' - 'Oh.' [with reported shock]. 
My partner went and they asked her about her sex life and about whether 
she was pregnant and she said: 'No, I'm a lesbian.' and they said: 'Oh, 
we don't know which of the rest of the questions to ask you'. 
Reactions of staff to non-heterosexuality included shock, confusion and an 
intense refusal in some cases to think outside the box and modify inappropriate 
protocols, as a third woman in the study reported: 
The GP was adamant, adamant that she was making no referral to a 
gynaecologist until I'd had a pregnancy test, and I was saying there was 
no way on earth I am pregnant, and she was saying 'we always do a 
pregnancy test' ... And anyway she did the pregnancy test and then said, 
'you have to ring up for the results', and I didn't, and then I got this 
shirty nurse who rang me up and said, 'you were supposed to ring up for 
your results, you're not pregnant', and I said, 'yea, I knew that'. 
Throughout the sample it was reported that, except in some specific 'gay-
friendly' practices, the environment and procedures of general practices did not 
acknowledge the possibility that there might be lesbian or gay patients. Some 
members of the sample reported travelling long distances in order to receive 
services from health centres and practitioners that acknowledged a wider range 
of subject positions in respect to sexuality. Lesbians and gay men felt they were 
being forced to come out when confronted by inappropriate questioning/ 
practices/forms based on an assumption of heterosexuality. They emphasised 
the unease and discomfort that this caused, particularly at times when they 
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were feeling unwell. It was especially difficult and distressing to first have to 
break their silence to educate staff regarding the spectrum of human sexuality 
and its implications for health care practice. They also reported having to pre-
pare tberrrseh-es 101 tbe po'SSibi\ity of sbame oepenmng upon tbe practitioners' 
respons~ to their situation. 
Some women expressed the view that for many of their health problems, it 
was important that their doctors (and other health professionals) regarded 
them as women first and when questioning them used language inclusive of 
lesbianism/bisexuality. One woman talked about the shame she felt when she 
saw, written across her son's medical notes, 'lesbian mother' implying her 
sexuality bestowed some terrible pathological risk factor that potentially 
impacted on or explained her son's health problems. This example highlights 
the ways in which structures and procedures potentially silence and evoke 
feelings of shame for members of the lesbian, gay, bisexllal and transgender 
(LGBT) community. It also highlights the risk that breaking silences poses for 
those in marginalised positions. 
Many lesbians/gay men expected the practitioner to ask directly about sexu-
ality and fe1t encouraged and empowered when this happened. Acknowledgement 
from the care organisation and practitioners of sexual diversity was seen as 
directly contributing to the provision of quality, holistic care. 
The special clinics and gay friendly practices that do exist create possibi-
lities for open dialogue and inclusion, albeit spatially limited inclusion. The 
following example, however, provldes the converse scenario; one where women 
experience silencing as an overt and routine policy. Whilst this chapter does 
not seek to examine structural constructions or experiences of silencing, this 
example provides insight into the experience of those who are routinely treated 
as a silenced 'client' of social welfare services. 
Silencing from above: single parents seeking welfare benefits 
The second example stems from a study of low-income single parents' 
experiences of the welfare system in Australia (Cook 2005; Cook and Mar-
joribanks 2005). In this study, 28 women on welfare were interviewed about 
their experiences of being a welfare recipient. Findings were also compared to 
an analysis of the 2003-04 Centre/ink Information Handbook (the government 
agency responsible for welfare provisions). 
Centrelink operates from a position where the onus is on Centrelink itself 
to determine the program and service requirements of the welfare recipient. 
They state: 
The options approach is a major element of Centrelink's new service 
delivery model, which has been implemented to provide a high-quality 
and holistic service to customers. The underlying principle is that when 
customers come to Centrelinl: - for the first time or arlY other time - they 
will not be expected to Ku(}W 01: name the prodlJ.Cts or s.er'li..ces. the)' 
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may be entitled to. Instead, all they will have to do is truthfully advise 
Centrelink of their personal circumstances. The onus will be on Cen-
trelink to match the circumstances of the customer with the products 
and services which have been legislated and made available by Client 
Departments. 
(Centrelink 2003: 2) 
The women in this study experienced this approach as silencing. They were 
excluded from the decision-making process regarding what benefits and ser-
vices they were entitled to. In effect, recipients were not able to ask for benefits 
and services that could advantage them, as the case may be that 'they can't ask 
for what they don't know exists'. As such, recipients were not in a position to 
suggest alternative programs and services that meet their needs as any part in 
the decision-making process has been removed. In effect, recipients were 
subdued and pacified as bystanders to Centrelink's decision-making process. 
This concurs with statements put forward by Fraser (1989: 174) who contends 
that welfare recipients are 'rendered passive, positioned as potential recipients 
of predefined services rather than as agents interpreting their needs and 
shaping their life conditions.' While Centrelink promotes its role as 'encouraging 
and enabling people to take part in the community' (Centrelink 2003: 9), an 
analysis of the roles Centrelink performs, based loosely on Arnstein's (1969) 
classic ladder of participation, identified their roles primarily as assessing and 
referring. 
Women in the study embodied feelings of silencing, powerlessness and 
passivity inherent in the Centrelink system: 
They [Centrelink workers] do everything to make you feel as powerless 
and as insignificant and whatever they can. A lot of them are really rude 
and they've got no compassion or understanding of what you're going 
through. 
They [Centrelink] don't care. They really don't give a shit. I went in 
there the other day because they were threatening to cut off my payor I 
didn't receive a pay and they said, 'Oh, there's something wrong with 
your form. You might not be eligible for payment.' I went off my nut. I'm 
like, 'What?' You know. I go, 'so you're pretty much saying that I'm out 
on the street. I have to live under a bridge with no food, nothing. No 
clothes, anything on my back and you don't give a shit.' And they're like, 
'it's not that we don't care. It's there's nothing we can do about it.' 
Very demeaning, very pejorative, they really do. They [Centrelink] need 
to have respect for people. Yeah, definitely. I know there there's quite a bit 
of stress with how we go in there and go 'Rah, rah, rah', but it's still. 
Maybe they're pissed off with the way they're treated. But we're all 
treated like we're mooching off the dole. Like we're trying to rip off the 
system. And the more you're treated like that, the more you want to rip 
off the system. 
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These examples provide insight into the silenced and shamed lives of women 
on welfare in Australia. The moral approach (Levitas 1998) to welfare reci-
pients inherent in the Centrelink system demonstrates the power disp~rity 
between Centrelink and the low-income women (Cook and Marjoribanks 
2005). As Lister notes, 
in anyone society the line is drawn in different places for different groups 
according to the amount of power they can yield. Thus, for example, 
people with a disability and those in poverty and/or without a home 
(especially ifliving on the streets), can find their privacy treated with less 
respect than that of more powerful groups. 
(Lister 1995: 11) 
Thus while silencing is practised as a means of rendering recipients passive, 
there is also the paradoxical practice of demanding great detail regarding the 
women's lives, for use at the agency's discretion. Again, as with the example of 
the lesbian mother provided previously, the collection of detailed personal 
information serves to further silence and pacify recipients who cannot challenge 
the enormity of data collected about them for purposes they are not privy to. 
The next example continues the theme of the experience of service provi-
sion, but for a different set of population groups, namely black and minority 
ethnic groups. Here we examine some examples of a partial service response, 
offered through the mechanism of special projects/services, outside main-
stream health services and often existing on insecure and short term funding, 
rather than through change in mainstream services. We consider the different 
practices and patterns of exclusion and the imposed silence it creates. 
Partial silencing: ethnic minority communities 
Many Somali women refugees have very particular health needs as a result of 
female genital mutilation (FGM) practices. A focus group was carried out in 
2000 with six Somali women who had used the African Women's Advice Clinic 
in London which was set up to provide advice on women's health issues 
relating to FGM (Taket 2001). The focus group explored the women's 
experience of, and views on, the service provided by the African Women's Advice 
Clinic, as well as their experience of, and views on, their use (or non-use) of 
mainstream National Health Service (NHS) services in the area. 
In particular, the women reported problems that they or other Somali 
women had experienced in hospital. They reported that hospital staff were 
not well informed about FGM and responded with shock, surprise, disgust 
and/or pity. Inappropriate and unhelpful comments, such as 'how did you get 
pregnant?' were also reported. Such reactions left the women concerned, 
feeling ashamed and/or blamed for their condition. This should not be taken 
to mean that practitioners were deliberately rude or offensive, rather that they 
did not have sufficient information about FGM and know how to respond 
Silence, silencing and shame 179 
appropriately to the needs of women who had experienced it. Understandably 
the women were reluctant to use any services where they feared they would be 
met with reactions to their circumcisions that would make them feel ashamed 
or otherwise devalued, and this obviously affects their Willingness to use 
antenatal services in particular. They were thus also excluded from local ser-
vices, and received further blame and shame for non-attendance at antenatal 
services. One woman talks about this experience: 
And I think other women, they feel comfortable to talk about that thing 
[FGM], you know, with X [Somali woman doctor at the clinic], because 
she already knows, she won't be surprised by what you're talking about. 
We feel comfortable to go and talk to her if we want, instead of going to 
the hospital and explain to them and show them you know and they go 
'Ooh.' ... you feel like embarrassment. When you talk to her, you won't 
feel embarrassed, you feel comfortable to talk about it. For us we won't 
go to the hospital to talk about it, for me, I would feel very, very shamed, 
but with her [X], it is very, very comfortable ... 
While this example offers a model of good practice for groups with specific 
needs, this approach responds to diversity by corralling difference into 'special 
needs' projects/initiatives, thus carrying with it strong messages that reinforce 
shame, silence and exclusion from 'mainstream' services. Furthermore, 
projects with temporary or insecure funding help to send the message: your 
needs are not as important as those of others, marking a different pattern of 
exclusion. 
Taboos, non-existence and silence: intimate partner abuse 
The fourth example to be considered addresses the issue of intimate partner 
abuse (IPA). This example emphasises the function of secrecy in silencing 
experiences of abuse and the impact of individual silence and silencing in 
rendering this social phenomenon virtually invisible. 
IPA is a major unacknowledged public health problem, with a widespread 
lack of awareness of the scale and scope of the problem. IPA is not just 
directed by men against women; partner abuse against men in heterosexual or 
same sex relationships is also a problem with potential long term health con-
sequences for male survivors (Coker et al. 2002), and abuse is also found 
within lesbian relationships (Tjaden and Thoennes 2000). In a review of 50 
population-based studies from 36 countries, it was found that between 10 and 
60 per cent of women ever partnered have experienced at least one incident of 
physical violence from a current or former intimate partner (Heise et al. 
1999). Research has consistently shown a range of severe physical and mental 
health problems to be associated with partner abuse (Campbell 2002). Women 
often say that the psychological abuse and degradation are even more difficult 
to endure than the physical abuse itself (Heise et at. 2002). 
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Despite the extent and magnitude of the problem, IPA remains a taboo and 
hidden issue, where individuals are fearful to raise the issue. Women with 
experience of abuse consult the health service frequently, however health 
professionals who have not received training about IPA report being anxious 
or fearful about raising or discussing the issue, citing lack of time, lack of 
confidence, concern about offending the patient and/or that this was a 'social 
issue' (Taket et al. 2004). Those experiencing IPA are stigmatised and isolated. 
Their abuse severely compromises their sense of autonomy, self-confidence 
and self-esteem, and this is reinforced by the societal silence surrounding the 
issue. Social exclusion is both direct, where movement deprivation is a com-
ponent in the abuse, and indirect through the lack of open discussion about 
the issue. 
Feder et al. 's (2006) meta-analysis of qualitative studies examined how 
women with histories of IPA want their health care providers to respond to 
disclosures of abuse. Twenty-nine articles reporting 25 studies (847 partici-
pants) were included in the analysis. The women wanted responses from 
health care professionals that were non-judgemental, nondirective and indi-
vidually tailored, with an appreciation of the complexity of IPA. Fear that 
this type of response will not be forthcoming is part of the reason for non-
disclosure. Without clear cues from the health care professional that it is safe 
to disclose, the women remain silent - considering this their safest strategy in 
the circumstances. Thus in response to the silence of the professional, silence 
also becomes a strategy for survival. However, in these silences, opportunities 
for change can be lost: for those who experience IPA to learn they are not 
alone, not at fault, to receive support from health care professionals and to 
learn that specialist services exist which can provide information, advice and 
support. 
Women's narratives of their experience illustrate both the hidden issue and 
their silencing around it, how they often feel unable or unwilling to raise the 
issue. Some examples taken from Taket et al. (2004), a study of the role of 
English health services in responding to IPA, in which women and health care 
professionals were interviewed, illustrate the factors at work. One woman 
narrates a part of her story when she consulted her GP about injuries received 
from her partner: 
Told him [her GP] I'd fell .... He didn't quiz me about it. He didn't say 
anything more about it. I just said I fell and the look he gave was, 'well, I 
don't think you have, but ... '. I remember sitting there and thinking 'quiz 
me, quiz me, ask me', and he never did ... because he didn't, I didn't tell. 
She makes it quite clear she wants to be asked, directly, and that without this, 
she is unable to raise the subject. The GP's silence connotes the shame of IPA 
to the patient, further reinforcing the marginality of her position. 
In contrast, a health visitor narrates her experience with a woman who had 
experienced IPA: 
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If you ask people - don't pussyfoot around ... I remember when I first 
plucked up the courage to ask on an antenatal visit. I had never seen this 
woman before. She wasn't in this particular relationship but she had pre-
viously. She gave me the reasons to carry on because she said, 'you must 
ask everybody. Because I just wanted somebody to come out and ask me.' 
She lived ill a nice house, partner, everything hunky dory, &nd she were 
really depressed, and her health visitor kept saying, 'I can't see why you're 
depressed.' She just wanted someone to ask her. That gave me the reason 
to carryon asking. I think we need to keep on asking, because they might 
not tell YOll the first time you ask them. I don't think I would. So I tell 
them not to be surprised if I ask them again. 
The discussion has focused here on IPA. However, we can find similar 
dynamics of silencing and exclusion at work in other types of violence and 
abuse: child abuse, rape and sexual assault, elder abuse, bullying - both 
workplace and childhood. Providing the opportunity to break silences, as 
illustrated in this and the next example, can unearth both clllturally and 
sociaIIy entrenched silencing as wen as provide an opportunity to !Subvert these 
accepted norms. 
Empowerment out of silence: HIV positive women 
The last example illustrates the ways in which silence is countered with defi-
ance, self-reclamation and 'talking back' to situations which enforce or 
reproduce silence. This example draws on research from the USA and UK, 
which explored the discourses and representations of HIV and AIDS from 
health promoti<)n and black women's perspectives (Foster 2007; 2008). Uti-
lising a black, rnaterialist feminist, critical discourse analytic framework, this 
study examined the discourses and positionalities offered by health promotion 
information and the discourses utilised by HIV positive black women to 
represent their ~xperience of living with HIY. The women in this study talked 
about the silence that surrounded HIV and AIDS, but also, in one of the 
discourses identified in their talk, the privilege and empowerment afforded by 
being HIV positive. Women reported 'transcending towards empowerment' as 
they described taking charge of their life, health and destinies as well as being 
chosen (often by God) to be HIV positive. 
Due to lack of exposure, lack of information or both, HIV is constructed as 
a disease of 'others', 'deviants' and those external to normal sOciety (Sacks 
1996; Singer 1993; Lupton 1994, 1999; Lawless et al. 1996; Collins 2000). The 
ways in which other people perceived HIV and AIDS were discussed at some 
length by several of the participants. Many of these discussions drew on the 
deviancy ideology and sourced perceived deviancy to intense and continued 
stigmatisation of HIY. One woman, Mena, makes a distinction between 'not 
knowing and discriminating' and 'knowing and understanding' the lives and 
sjtuations Df jndjyjduaJs Jjyjng wjili HJV and AJDR SIDger (1993) addresses 
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this construction in her work on the erotisation of HIV as an ,epidemic of 
uncontrolled sexual desire which by health and HIV prevention needfl0 be 
curbed or restrained. Likewise, Mena connects this sexualisation of HIV and 
women as prostitutes, contracting HIV through sex with multiple partners. 
They look at you as if you have a bad life; you are a prostitute or some-
thing like that. You are a bad person that is it. It has happened to this 
person, no pity or nothing they just look at you like you are an alien and 
stuff like that. 
Mena also addresses not only how people are perhaps perceived with HIV as 
being sexually deviant, but also treated as 'others' or 'aliens'. Mena's statement 
draws on the prevalent representations of women with HIVas sexually deviant, 
much like the women theorised in Sacks' (1996) and Lawless et al. 's (1996) 
work whereby individual women's lives are silenced and categorised by a 
preferred stereotype. 
In contrast, a construction of HIV as an instrument by which several of the 
women reported being empowered, enlightened and 'chosen' represents 'HIV 
as a blessing' illustrating that discourse on religion and spirituality are intri-
cately connected to resisting silence. Below, Gail and Sparky draw on this 
discourse. 
Researcher: You've mentioned your faith, does that help you cope or deal 
with being HIV positive? 
Gail: Oh, it helps me tremendously because I know that God is in 
charge. Umm, that umm, that nothing, nothing happens by accident, 
anything that happens-that happens to me, because he wanted it to, he 
gave permission for it to happen. Since he permitted it, I just gotta go 
through it and learn what it is I am supposed to, learn from this experi-
ence and help somebody along the way if I can. And I do believe there to 
be, to be absence and the body to be present with god in the streets of 
gold. We are all going to die, we know that, and the chances, I probably 
have a better chance of being hit by a car than dying from AIDS, so, you 
know. My health, I mean my faith is a big coping mechanism, it helps me 
get by without having to worry about it. They say if you pray while 
worry, then why pray. I pray so I ain't gotta worry. 
Sparky: Yes, I see people living with it 20 or 30 years, I'm still a new-
comer, I just found out in '99 and today, I don't care who know, I'm not 
ashamed, I'm like hey, this is my testimony, I'm here for a reason, a lot of 
people have gone on, but evidently there is more work that needs to 
be done here before I leave and I'd like to be a voice in this world, an 
example. 
Not only do the women's statements reinforce psychological models of coping, 
the stage or procedural nature of it (Kubler-Ross 1969), but also the higher 
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order appointee or apprentice notion that focuses on divine work and inter-
vention. Their status as an 'example' or 'chosen' has resonance to Biblical 
discourse which features the trials of martyrs and prophets. They represent this 
'chosen' status to afford privilege, as Gail says, she does not have to 'worry' and 
Sparky represents herself as free and open about her status. Not only does 
Sparky represent herself as 'an appointee' but also worker for the 'cause,' 
implying servitude, with privilege associated with divine status. The taking up 
of such discourse and positionings removes the passive associations of both 
womanhood alld illness. Thus, HIV positive women position themselves as 
prophets and those with HIVare represented as privileged. 
For many women participating in this research study, resisting notions of 
deviancy for preferred or subversive representations provided an important 
strategy subverting mechanisms and systems of silence. Resisting these posi-
tions of silence enabled them to cope with HIV and AIDS, and potentially aid 
in the de-stigmatisation of individuals with HIV as well as HIV as a disease. 
Conclusion 
Looking at a diverse range of groups, this chapter has illustrated the role that 
silence, silencing and shame play in creating and re-creating patterns of exclusion, 
fostering localised exclusionary and inclusionary practices and stimulating 
diverse responses in particular communities of interest. 
To finish we want to draw out just some of the implications of these find-
ings for health and human service provision, and in particular for public 
health and health promotion practice. First of all we note the importance of 
systems, structllres and language - something as seemingly mundane as a 
health information system or care protocol can reinforce exclusion if it does 
not adequately respond to the diversity in the populations served. Also 
important is awareness amongst service professionals of major health issues. 
Two examples were discussed, IPA, a major issue for all population groups 
and FGM, a mator issue in 9BXticular 1j1o\lulation g,rolJ.~ only. finding,!3. here 
point to the necessity, within the training of professionals, of covering the 
major health issues as well as the diversity of needs in multicultural popula-
tions. Within service providing organisations, a major challenge is that of 
designing and implementing policies, systems and practices that :lfe inclusive, 
that respond to diversity rather than creating a limited understanding of 
majority or 'normal' needs, against which other groups are constructed 
as deviant with 'abnormal' needs, attracting shame or stigma. It is important 
to re-orient the mainstream towards inclusivity rather than creating a variety 
of special case responses that are highly limited in funding and scope. 
